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West Baltimore Community Profile N’(sgggurs

AApproximately 86,000 Residents in
four zip codes

AAfrican-Americans comprise more
than 76%

AAverage median income in this area is
$27,158
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West Baltimore Life Expectancy
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AHighest disease burden and
worst indicators of social
determinates of health than
any other community Iin
Maryland

Life Expectancy (number of years, 2013)
Number of years
B > 76t085
>73.61t076
>72.21t073.6

>69.51072.2

B 6610695
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Patient Profile
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AOf ten unemployed or
ALiving in and out of crisis
AFrequently on the edge of homelessness

AThree times more likely to have
cardiovascular disease than in any other
area in the state of Maryland
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/N Percent 2013
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Our Partners

FOHCs Community-Based Organizations
A Baltimore Medical System A Equity Matters
A Park West Health System, Inc. A Light Health and Wellness Comprehensive
A Total Health Care, Inc. Services, Inc.

A Mosaic Community Services
Hospitals
A Bon Secours Baltimore Health System Academic Institutions
A University of Maryland - Midtown A University of Mary|and
A St. Agnes Hospital A Coppin State University
A Sinai Hospital of Baltimore A Baltimore City Community College
A University of Maryland Medical Center

City and State
A Senator Verna Jones-Rodwell

Ve

A Baltimore City Health Department
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West Baltimore
West Baltimore HealtHEnterprise Zone Focus % CARE

AGeographic and Target Population:

A86,000West Baltimore residents within th&1216, 21217,
21223, and 21229 zip codes

A1,200High Utilizers

ACore Disease and Target Conditions:

A Cardiovascular Disease (CVD)
ACVD Risk Factors (i.e., Diabetes and Hypertension)

AOverarching Strategies:
ACare Coordination (Hospital Highilizers)
ACommunityBased Risk Factor Reduction
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West Baltimore CARE and Get Well
Care Coordination Process

Care Coordination

West Baltimore

CARE

A Partnered with The Coordinating Center mmal E

A Hospitals: University of Maryland Medical Center, University Q o VS s et Bacrarys
of Maryland Midtown, St. Agnes, Bon Secours, and Sinai W glrggtea Care

A Provided Care Coordination serviceslta94HEZ residents ’A”Sé“iyiiei‘3-?7‘22?!?953&%21 may

as of March 2017 witR500+encounters g rProv1{de Supspojort v

4 . . . . e Pcsm /e reinforcement A =
A Average Readmission Ratel#bfor high utilizers e ey
A Baseline 17% m Care Plan Review - Completion of care pian

A Prior Year 15% - Enroll in Tier 2 f needed (addnional 30 days)

Data Sources
* Hospital Census Report
* Hospital Referrals

* CRISP

©

* Plan reviewed and revised as needed " Relocates outside of the Zone

A CRISP Pre/Post Analysis shows reduction in ED visits and

Hospital charges Areporting Reauirements

A Successfully connected high utilizers to a CHW and a Primary
Care Provided

= * Percentage of CVD Related Preventable ED
visits
» * Hospital Readmissions
: 2 * Percentage of WBPCAC Hypertensive Adults
- o e —BCS with BP lower than 140/90
-

- = * Percentage of WBPCAC Diabetic Adults with
- HbA1c

* Total Encounters

* High Utilizers Successfully Linked to an NHA

* Medically Homeless High Utilizers Successfully

Good Help to Those in Need® Connected toa PCP

* Healith Screenings

* Education



West Baltimore

CARE
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Johns Hopkins is too far. | preferred to have care at St. Agnes Hospital. | am much happier now.
Ms. Quianataught me how to change my main doctor on my medical assistance card to the
doctor she helped me find at St. Agnes Hospital. She helped me set up a new patient
appointment with my new doctor, Dr. Bajaj and he was then able to refer me to an infectious
disease specialist at St. Agnes as well. | had a visit from Mr. David from the Health Department
and | was very nervous because he made me feel like | was doing something wrong and that |
gl a LWziGAy3a 20KSNI LIS2LJ) SQa tA@Sa Fd Nmxal o06SO
anything to hurt other people. MfQuianaspoke to Mr. David and he was able to see that | was
In the process of getting a new doctor and infectious disease specialist at a different hospital. He
was satisfied so all | had to do is call him once | got my new appointment. ThanksQaoiklzal
now have a new doctor, a new infectious disease doctor and | am compliant with the health
RSLI NLYSYydaod L Ffaz 3ISG Yé LINBAONRLIIA2Y A TN
problems now going to see my doctor. The Get Well program is very helpful. I always wanted a
YySG R2O0G2NJ Of 2aSN) 42 YS o06dzi L RARYQI
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Patient Story




West Baltimore

CARE

CommunityBased Riskactor Reduction

N
S

Community Outreach
Incr.e_ase_d Recruitment of & He>z/ilth
Identification :
: Primary Care Awarenes
& Screening Professionals .
Py Education

of Residents

S

Community o Health Careers

Partnership “r Scholarships
Grants
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West Baltimore

CARE
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Community-Based Risk Factor Reduction

Increased ldentification and Screening
of Residents

wHEZ Providers reported on NQF and
UDS quality measures (Diabetes,
Hypertension, Smoking Screening,
BMI) to track their identification,
screening, and management efforts
of individuals with risk factors for
CVD
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